Do capability and functioning differ?:A study of U.K. survey responses by Al-Janabi, Hareth
 
 
Do capability and functioning differ?
Al-Janabi, Hareth
DOI:
10.1002/hec.3586
License:
Creative Commons: Attribution (CC BY)
Document Version
Publisher's PDF, also known as Version of record
Citation for published version (Harvard):
Al-Janabi, H 2018, 'Do capability and functioning differ? A study of U.K. survey responses', Health Economics,
vol. 27, no. 3, pp. 465-479. https://doi.org/10.1002/hec.3586
Link to publication on Research at Birmingham portal
General rights
Unless a licence is specified above, all rights (including copyright and moral rights) in this document are retained by the authors and/or the
copyright holders. The express permission of the copyright holder must be obtained for any use of this material other than for purposes
permitted by law.
•	Users may freely distribute the URL that is used to identify this publication.
•	Users may download and/or print one copy of the publication from the University of Birmingham research portal for the purpose of private
study or non-commercial research.
•	User may use extracts from the document in line with the concept of ‘fair dealing’ under the Copyright, Designs and Patents Act 1988 (?)
•	Users may not further distribute the material nor use it for the purposes of commercial gain.
Where a licence is displayed above, please note the terms and conditions of the licence govern your use of this document.
When citing, please reference the published version.
Take down policy
While the University of Birmingham exercises care and attention in making items available there are rare occasions when an item has been
uploaded in error or has been deemed to be commercially or otherwise sensitive.
If you believe that this is the case for this document, please contact UBIRA@lists.bham.ac.uk providing details and we will remove access to
the work immediately and investigate.
Download date: 01. Feb. 2019
Received: 5 February 2016 Revised: 15 June 2017 Accepted: 7 August 2017RE S EARCH ART I C L E
DOI: 10.1002/hec.3586Do capability and functioning differ? A study of U.K. survey
responsesHareth Al‐JanabiHealth Economics Unit, Institute of
Applied Health Research, University of
Birmingham, Birmingham, UK
Correspondence
Hareth Al‐Janabi, Public Health Building,
University of Birmingham, Edgbaston,
Birmingham B15 2TT, UK.
Email: h.aljanabi@bham.ac.uk
Funding information
MRC Early Career Fellowship in the Eco-
nomics of Health, Grant/Award Number:
G1002334; NIHR Career Development
Fellowship, Grant/Award Number: CDF‐
2015‐08‐025- - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - -
This is an open access article under the terms of the C
original work is properly cited.
© 2017 The Authors Health Economics Published by
Health Economics. 2018;27:465–479.Summary
A core feature of the capability approach is that a person's capabilities (what
they are able to do and be in their life) can differ from their functionings (what
they actually do and are in their life). However, the degree to which capability
and functioning differ in practice is unclear. This paper investigates this issue,
focusing on capability and functioning differences (CFD) across different
aspects of life and different individuals. In the study, the ICECAP‐A capability
questionnaire was modified to measure both functionings and capabilities and
was completed by U.K.‐based convenience sample of 943 people. Around one
third of people reported CFD in at least one area of their life, most commonly
in terms of their “achievement.” People were more likely to report CFD when
they had a degree‐level education and when they had impaired health. An
additional finding was that capability varied more with education whereas
functioning varied more with health status. This finding needs further exami-
nation, but it suggests that the choice of evaluative space may influence how
priorities are set for public spending.
KEYWORDS
capability approach, ICECAP, outcome valuation, well‐being1 | INTRODUCTION
There is substantial debate about how best to measure and value the benefit of public services and, in particular, health
care interventions (Birch & Donaldson, 2003; Brazier, Ratcliffe, Salomon, & Tsuchiya, 2007; Brouwer, Culyer, Van Exel,
& Rutten, 2008; Coast, Smith, & Lorgelly, 2008; Kahneman & Sugden, 2005). In the health sector, there is a growing
sense that narrow measures of health gain may not be sufficient for evaluating the benefits of social care (Ryan, Netten,
Skatun, & Smith, 2006), care for older people (Grewal et al., 2006), and mental health care (Simon et al., 2013). This has
led to interest in operationalising Sen's capability approach. Capturing a person's capabilities is potentially difficult. It
requires people to evaluate their “real opportunity” to achieve the things in life that they have reason to value (Sen,
2009). Most people seem able to report their capability level in various areas of their life (Al‐Janabi, Keeley, Mitchell,
& Coast, 2013). But in doing so, it is unclear whether they differentiate what they are able to do (their “capability”) from
what they actually do (their “functioning”). The assumption that capability and functioning can differ lies at the very- - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - -
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466 AL‐JANABIheart of the capability approach (Bleichrodt & Quiggin, 2013); the focus of this paper is to study the extent to which
reported capability and functioning actually differ in different areas of life.1.1 | The distinction between capability and functioning in theory
Capabilities relate to aspects of a person's life that they “have reason to value” (Sen, 1993). This can cover basic aspects of
life such as the ability to have food and shelter, through to more complex aspects such as the ability to be socially inte-
grated (Sen, 1993). Nussbaum advocates a core list of 10 central capabilities that cover broad terrain and include, for
example, the capability for “bodily health,” “reasoning,” and “play”—capabilities she argues that all governments should
aim to secure (Nussbaum, 2000). In each aspect of life, a person's capability may be associated with several different
levels of functionings. So, for example, people who are equally capable of reasoning may exercise reasoning in their life
to different degrees. Thus, in theory, a person's capability for reasoning may differ from their functioning and people
with similar capabilities may exercise different levels of functionings.
There are a number of reasons for using capability information as opposed to functioning information when evalu-
ating public interventions. First, capabilities may reveal important differences in well‐being (Sen, 2009). For example, a
starving person and a fasting person may achieve similar levels of nutritional functioning, yet most people would con-
clude that the fasting person was better off than the starving person and it is this person's capability for nutrition that
reveals this. Second, a person's capability set contains information on all functionings obtainable, thus it is argued that
there is no loss in using capability information, relative to functioning information (Sen, 2009). Third, capabilities are
arguably more appropriate for political goals because functionings cannot be directly created by public policy. For exam-
ple, a policymaker cannot force good health (Anand, 2005), play, or love (Nussbaum, 2000); policymakers can only create
opportunities for these functionings to be realised. Fourth, a focus on expanding capabilities enables people to impress
their character on their own life and develop judgement and self‐control (Sugden, 2003).
Nussbaum highlights particular areas of life where people may rationally choose to reject higher functionings. For
example, a person may reject leisure to dedicate more time to their work. Some religious people may reject nutrition
to observe periods of fasting, or reject sex and reproduction to pursue a life of celibacy (Nussbaum, 2000). The selection
of functionings from within a capability “set” can be characterised as a constrained choice, influenced by the person's
preferences in tandem with social influences and personal history (Robeyns, 2005). Although there are prominent exam-
ples where capability and functioning may differ, these are quite specific and it is not clear whether capabilities and func-
tionings are perceived to differ across fundamental aspects of life.1.2 | The measurement of capabilities
Until recently, most efforts to measure capabilities have focused on measuring functionings, as proxies for capabilities
(Chiappero‐Martinetti & Roche, 2009; Cookson, 2005). In empirical studies, for example, survey data on whether the per-
son has been a victim of an assault or whether they use their imagination are taken as an indicator of a person's capa-
bility to avoid bodily harm and capability for reasoning respectively (Anand et al., 2009). Indeed, some authors are
sceptical that a person's capabilities can be directly captured at all. Doubts centre on the difficulty people would have
in knowing what they are capable of (Gasper, 2007) and also on the fact that imposing some conceptual structure on
people's opportunities in itself restricts what individuals might wish to choose (Sugden, 2003).
Nevertheless, interest has grown in health economics in developing measures to capture people's self‐reported capa-
bilities. These self‐report measures have focused on capabilities relevant to older people (Coast, Flynn, et al., 2008),
women (Greco, Skordis‐Worrall, Mkandawire, & Mills, 2015), and the general adult population (Al‐Janabi, Flynn, &
Coast, 2012), and on measures of capability for evaluating interventions in public health (Lorgelly, Lorimer, Fenwick,
Briggs, & Anand, 2015), social care (Burge, Netten, & Gallo, 2010), mental health (Simon et al., 2013), pain (Kinghorn,
Robinson, & Smith, 2015), and end‐of‐life care (Canaway, Al‐Janabi, Kinghorn, Bailey, & Coast, 2017; Sutton & Coast,
2014). Arguably, the most well‐developed capability measures in terms of their testing and application in the health sec-
tor are the ICECAP capability measures (see www.icecap.bham.ac.uk).
Capability‐based outcome measures appear to perform well as indicators of well‐being (Al‐Janabi, Peters, et al., 2013;
Malley et al., 2012), but it is unclear whether they capture capability information that is distinct from functioning infor-
mation. Such information is necessary in understanding the value of capability‐based questions.
The objective of this study was to determine, quantitatively, the degree to which functionings and capabilities are per-
ceived to differ. Capabilities and functionings were captured simultaneously using a modified survey (ICECAP‐A) tool
AL‐JANABI 467administered to a convenience sample of adults in the U.K. The specific focus in this study is on the extent to which capa-
bility and functioning differences (which are referred to as “CFD” in this paper) varied across aspects of life and across
respondents. The following section describes the survey instrument, data collection, and methods of analysis. The results
and implications of the study are presented in the final two sections.2 | METHODS
2.1 | Design of the survey instrument
The ICECAP‐A capability measure, developed for the general adult population, comprises questions about five attributes
of a person's life: stability, attachment, autonomy, achievement, and enjoyment (Al‐Janabi et al., 2012). For each attribute,
people report their level of capability from four choices (ranging from full capability to no capability—please see Figure 1
formore details). The focus in the ICECAP‐A is on assessing capability across a set of domains that were found to underpin
well‐being for U.K. adults. A range of studies indicate that the ICECAP‐Ameasure is a broadly reliable, valid, and respon-
sive measure of a person's well‐being (Al‐Janabi, Flynn, Peters, Bryan, & Coast, 2015; Al‐Janabi, Peters, et al., 2013;
Goranitis, Coast, Al‐Janabi, Latthe, & Roberts, 2016; Keeley et al., 2015; Mitchell, Al‐Janabi, Richardson, Iezzi, & Coast,
2015).
For this study, the ICECAP‐A measure was redesigned to assess both capabilities and functionings (see Figure 1).
This comprised an explicit statement that respondents report what they were able to do and what they actually do in each
area of their life. The revised instrument included two response rows per attribute for people to report their level of capa-
bility and their level of functioning. An additional revision was a reordering of the items in view of the perceived diffi-
culty that respondents might have in distinguishing capability from functioning on the initial attribute (capability to feel
settled and secure).
Capability and functioning responses to the amended ICECAP measure can be plotted as a capability set encasing
chosen functionings. Figure 2 shows a person reporting Level 4 (top level) capability in autonomy, enjoyment, and
attachment, and Level 3 capability in stability and achievement. In terms of functionings, this person reports Level 4
autonomy and attachment and Level 2 stability, enjoyment, and achievement.2.2 | Data collection
Data were collected on capability and functioning responses, by including the modified functioning and capability instru-
ment opportunistically in a survey about the impact of illness on the family. The instrument was nested into a 14‐page
follow‐up questionnaire, sent to all people (n = 1,627) who returned a baseline questionnaire in 2012 or were involved
in the pilot study (Al‐Janabi et al., 2016). The follow‐up questionnaire was completed by family members of people with
long‐term after‐effects of meningitis—a predominantly childhood illness that can have long‐term impacts on the survivors
and their families. The questionnaire covered (a) the health status of the patient; (b) the social network of the patient; (c)
informal care provided by the family member; (d) the health status and well‐being of the family member; and (e) the capa-
bilities and functionings of the family member. Socio‐demographic data were collected in the baseline questionnaire. The
focus in this study is on the capabilities and functionings data and how responses varied across respondents with different
characteristics.
Questionnaires were included in a survey pack with information about the study and posted to 1,627 individuals in
May 2013. A reminder postcard was sent to all individuals after 1 week, and a reminder letter was sent to all nonre-
sponders after 4 weeks. Respondents were excluded if the family network broke down between baseline and follow‐
up or if the questionnaire was completed incorrectly (for example, by the wrong family member). The study protocol
was approved by the University of Birmingham's Life and Health Sciences Ethical Review Committee (ERN_11‐0191).2.3 | Measures in the survey
Data were collected on a number of variables that may influence individuals' reported capability. These variables were as
follows:
• Health status: This was measured using the EQ‐5D‐5L (Herdman et al., 2011). This is a generic health status measure
advocated by the U.K. National Institute for Health and Care Excellence for calculating quality‐adjusted life years
FIGURE 1 The functioning and capability instrument
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FIGURE 2 Radar plot of person A's
capability set and functionings, where 4
represents maximum capability/
functioning and 1 represents no capability/
functioning
AL‐JANABI 469(NICE, 2013). The EQ‐5D‐5L assesses an individual's health status across five items (mobility, self‐care, usual activ-
ities, pain/discomfort, and anxiety/depression). Each item has five response options ranging from no impairment to
extreme impairment. An index score, where 0 is state equal to death and 1 is full health, was generated for all respon-
dents using the interim U.K. scoring algorithm (Van Hout et al., 2012).
• Education level: Education was assessed in terms of the respondent's highest level of educational or technical quali-
fication, with the options being no qualifications/General Certificate of Secondary Education (GCSE) (typically for
16‐year‐olds) or equivalent/A‐level (typically for 18‐year‐olds) or equivalent/degree.
• Caring responsibility: This was assessed in terms of whether the respondent reported any informal care tasks (per-
sonal care, organisational support, and additional household activity) for the person who had survived meningitis.2.4 | Analysis
The analysis was based on the data of all individuals who completed a valid segment of the functioning and capability
instrument, unless the specific analysis (e.g., reporting the number of CFDs across the questionnaire) requires full com-
pletion of the instrument. Differences between capability and functioning responses (CFD) were studied at the attribute
level. This means that people who fully completed the ICECAP‐FC would generate five functioning and capability
responses, or “segments.” Analysis was conducted to determine the proportion of segments, across all respondents, with
(a) capability greater than functioning, (b) capability equal to functioning, and (c) functioning greater than capability.
Within those segments where capability exceeded functioning, the degree of divergence (i.e., one level, two levels, or
three levels) was also calculated. Finally, the number of attributes with CFD (ranging from 0 to 5) was also calculated
for each person who fully completed the instrument in the study.
The focus then turned to the degree to which CFDs were reported in different subgroups of respondents. To examine
this, the mean capability level (ranging from 1 [lowest] to 4 [highest]), and the mean functioning level (ranging from 1
[lowest] to 4 [highest]), was estimated for each attribute. Subgroups were defined by age, sex, education, health, and infor-
mal care provision. Chi‐squared tests were used to infer whether CFD across each of the five attributes differed across
subgroups. Statistical significance at the 5% level was highlighted.
Finally, CFDs were modelled as a function of the characteristics of the respondent to identify whether CFD was
independently associated with the five subgrouping variables. Two variables were created to represent capability–
functioning differences: (a) an indicator variable (CFDI), which took a value of 1 if a respondent reported any capa-
bility exceeding functioning on any attributes and 0 otherwise; and (b) an ordinal variable (CFDO), which took a
value equal to the number of times capability exceeded functioning for each respondent. Both CFDI and CFDO were
470 AL‐JANABIregressed on the same set of five dummy variables used to create the socio‐demographic subgroups reported earlier.
These were sex (1 = male), age (1 = 50 years+), education (1 = degree), health status (HS, 1 = “full” health), and
informal care (IC, 1 = informal care provided).
Model 1. CFDI = α + β1Sex + β2Age + β3Educ + β4HS + β5IC + μ
Model 2. CFDO = α + β1Sex + β2Age + β3Educ + β4HS + β5IC + μ
Both models were estimated at the respondent level where each observation related to a unique individual, rather
than a segment. The regression analysis focused on modelling cases where capability exceeded functionings as the logical
way in which capability and functioning would diverge. However, sensitivity analyses were conducted, including any
cases where functioning was reported to exceed capability. All analyses were conducted in Stata MP v12.3 | RESULTS
3.1 | Response to the survey
The response to the family impact of meningitis survey is described in more detail elsewhere (Al‐Janabi et al., 2016).
When respondents were followed up 12 months later, 1,038 responses were received (gross response rate of 64%). During
the process of data entry and cleaning, an additional 16 respondents were deemed ineligible, resulting in 1,022 useable
responses (Table 1).
The response to the functioning and capability instrument is displayed in Table 2. The response rate to the functioning
questions ranged from 93% (autonomy) to 96% (enjoyment), and the response rate to the capability questions ranged from
92% (enjoyment) to 93% (achievement and stability). Completion rates for capability questions, compared to functioning
questions, were slightly lower across all attributes, although the differences were only significant (p < .05) in the case of
attachment (p = .007) and enjoyment (p = .002). It is also worth noting that a larger proportion of people report the top
level of capability as compared to the top level of functioning across all attributes. Consistent with this, a larger propor-
tion of people report the bottom level of functioning, as compared to bottom level of capability, across all attributes.3.2 | Scale of divergence between capability and functioning
From 943 respondents, 4,637 completed capability–functioning segments were generated. These respondents comprised
895 who provided full data (generating 895 × 5 = 4,475 segments) and a further 48 who provided partial data (generating
the remaining 162 segments).
Across all completed segments, capability exceeded functioning in 572 cases (12%), capability equalled functioning in
3,977 cases (86%), and functioning exceeded capability in 88 cases (2%). Logically, functioning should not exceed capa-
bility, and only a small proportion of people reported that it did so. The analysis of CFD in the in this section thereforeTABLE 1 Respondents to the follow‐up survey on the family impact of meningitis (n = 1,022)
Characteristic Mean/frequency Response
Age (mean, SD) 53.1 (12.6) n = 1002, 98%
Sex
Male 248 (25%) n = 1,011, 99%
Female 763 (75%)
Education (highest level of qualification)
No qualifications 88 (9%) n = 1,003, 99%
GCSEs or equivalent 246 (25%)
A‐levels or equivalent 222 (22%)
Degree or equivalent 447 (45%)
Health status (mean [SD] EQ‐5D‐5L score) 0.86 (0.18) n = 991, 97%
Caring responsibility
Patient has no after‐effects 323a (33%) n = 987, 97%
Patient has after‐effects, but no informal care is provided 516 (52%)
Patient has after‐effects, and informal is provided 148 (15%)
aThis includes four who report being an informal carer.
TABLE 2 Response to the ICECAP‐FC (n = 1,022)
Capability Functioning
Autonomy n = 949 n = 951
Completely independent 708 (75%) 665 (70%)
Independent in many things 200 (21%) 224 (24%)
Independent in a few things 36 (4%) 53 (6%)
Independent in no things 5 (1%) 9 (1%)
Achievement n = 951 n = 959
Achieve and progress in all aspects of life 422 (44%) 340 (35%)
Achieve and progress in many aspects of life 416 (44%) 458 (48%)
Achieve and progress in a few aspects of life 100 (11%) 140 (15%)
Achieve and progress in no aspects of life 13 (1%) 21 (2%)
Stability n = 951 n = 970
Settled and secure in all areas of life 416 (44%) 382 (39%)
Settled and secure in many areas of life 421 (44%) 437 (45%)
Settled and secure in a few areas of life 105 (11%) 135 (14%)
Settled and secure in no areas of life 9 (1%) 16 (2%)
Attachment n = 946 n = 976
A lot of love, friendship, and support 696 (74%) 695 (71%)
Quite a lot of love, friendship, and support 198 (21%) 201 (21%)
A little love, friendship, and support 46 (5%) 73 (7%)
No love, friendship, and support 6 (1%) 7 (1%)
Enjoyment n = 945 n = 979
A lot of enjoyment and pleasure 538 (57%) 486 (50%)
Quite a lot of enjoyment and pleasure 322 (44%) 355 (36%)
A little enjoyment and pleasure 80 (8%) 130 (13%)
No enjoyment and pleasure 5 (1%) 8 (1%)
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ing the segments where functioning was reported to exceed capability.
When capability exceeded functioning, there were 524 segments (92%) where functioning was one level below capa-
bility, there were 41 segments (7%) where functioning was two levels below capability, and there were 7 segments (1%)
where functioning was three levels below capability. Across the sample providing complete capability and functioning
data (n = 895), 590 (66%), people reported no CFD and 305 (34%) reported CFD in at least one attribute. This comprised
161 (18%) who reported CFD in one attribute, 74 (8%) who reported CFD in two attributes, and 70 (8%) who reported
CFD in three or more attributes.
Figure 3 shows the proportion of CFD across each of the five attributes of the ICECAP‐FC. Respondents were
most likely to report that their capability for “achievement” was greater than their functioning (17.1%) and leastFIGURE 3 Proportion of individuals across each attribute reporting that capabilities exceeded functioning (n = 943). Error bars show 95%
confidence intervals [Colour figure can be viewed at wileyonlinelibrary.com]
472 AL‐JANABIlikely to report that their capability for “attachment” exceeded their functioning (8.3%). The proportion reporting
CFD on achievement was significantly higher than the proportion reporting CFD on stability (95% CI [2.1%,
8.5%]), autonomy (95% CI, [3.6%, 10%]), or attachment (95% CI [5.9%, 11.9%]). The proportion reporting CFD
on attachment was significantly lower than achievement (see above), enjoyment (−2.9% to −8.6%), and stability
(−0.8% to −6.3%).
When responses where functioning was reported to exceed capability were included as CFD, 61% reported no CFD
and 39% reported CFD in at least one attribute. The proportions reporting any CFD ranged from a high of 18.4%
(achievement) to a low of 10.9% (attachment).FIGURE 4 Mean capability set and
functionings for males and females
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3.3.1 | Sex
Males tended to report higher levels of both capabilities and functionings than females, particularly in terms of enjoy-
ment, achievement, and stability (Figure 4). However, females were more likely to report CFD, although this was signif-
icant only in the case of attachment where 9.8% of women reported CFD as opposed to 3.5% of males.3.3.2 | Age
Respondents were split into two groups, comprising those under 50 (n = 424) and those aged 50 and over (n = 580). Both
groups reported similar levels of capabilities and functionings (Figure 5). However, across all attributes, there was a ten-
dency for those aged 50 and over to be less likely to report CFD. This was significant in the case of achievement (20.9% vs.
14.3% vs. 20.9%), stability (9.9% vs. 14.5%), and enjoyment (11.5% vs. 17.4%).FIGURE 5 Mean capability set and
functionings for those under 50 and over
50
474 AL‐JANABI3.3.3 | Education
Those with degree‐level education (n = 425) and those without (n = 504) reported very similar functionings, across all
attributes (Figure 6). However, those with a degree tended to report higher capabilities. Reflecting this, those with a
degree were more likely to report CFD. This was significant in the case of autonomy (13% vs. 7.7%), achievement
(20.6% vs. 13.8%), stability (16.6% vs. 7.9%), and attachment (10.9% vs. 6%).3.3.4 | Health status
Those in full health (n = 400) reported higher levels of capability and functioning across all attributes than those people
reporting impairment on one or more EQ‐5D‐5L domains (n = 532; Figure 7). Across all attributes, those in impaired
health were more likely to report CFD. This was significant in the case of autonomy (14.7% vs. 5.4%), achievement
(20.9% vs. 12.2%), stability (14.5% vs. 8.3%), attachment (11.4% vs. 3.5%), and enjoyment (18.6% vs. 7.8%).FIGURE 6 Mean capability set and
functionings for those with and without a
degree
FIGURE 7 Mean capability set and
functionings for with/without in full
health
AL‐JANABI 4753.3.5 | Informal care status
People who did not report providing informal care reported higher levels of capability and functioning across all attri-
butes (Figure 8). Across all attributes, except autonomy, those providing informal care were more likely to report
CFD. This was significant in the case of achievement (23.8% vs. 15.9%), stability (17.1% vs. 10.9%), attachment (15.1%
vs. 7%), and enjoyment (20.7% vs. 12.8%).
Table 3 shows the results of the multivariable regressions of CFD on the five contextual factors (age, sex, education,
health status, and informal care). The presence of any CFD is studied in Model 1 and the number of capability–function-
ing differences is studied in Model 2. The two models provide very similar inferences, with both models indicating that
degree‐level education and poor health status are the strongest independent predictors of CFD. The provision of informal
care and being young is associated with a positive effect on CFD, although this is statistically significant only in Model 2.
In the sensitivity analysis, which included responses where functionings were reported to exceed capability, degree‐level
FIGURE 8 Mean capability set and
functionings for noncarers and carers
476 AL‐JANABIeducation and health status remained the strongest independent predictors of CFD. Additionally, in both Models 1 and 2
being under 50 and providing informal care were significant predictors of CFD (at the 5% level).4 | DISCUSSION
This study examined the degree to which people report differences in their capabilities and functionings (CFD). Data col-
lected using an amended version of the ICECAP‐A capability instrument indicates that around one third of people
reported some difference in their capabilities and functionings and that they were most likely to do so in the context
of achievement (17%) and least likely to do so in the context of attachment (8%). People with degree‐level education
and impaired health status were more likely to report that their capability exceeded their functioning.
Response rates to the capability and functioning questions were quite high (>90%). This mirrors what others have
found in terms of the feasibility of self‐report capability measures (Al‐Janabi, Peters, et al., 2013; Coast, Peters, Natarajan,
TABLE 3 Variables associated with capability–functioning differences
Variables
Model 1—(CFDI)
Any capability–functioning differences
Model 2—(CFDO)
Number of capability–functioning differences
Sex (male) −0.11 −0.06
Education (degree) 0.60** 0.61**
Age (50+) −0.25 −0.38*
Health status (EQ‐5D‐5L = 1) −0.87** −0.94**
Informal care (provided) 0.39 0.47*
Log likelihood −527 −886
Pseudo‐R2 0.05 0.04
Observations 871 871
*p < .05.
**p < .01.
AL‐JANABI 477Sproston, & Flynn, 2008). It also suggests that it is feasible to ask people to report on both their capability and function-
ing. Only a minority of responses (2%) were “illogical” in the sense that reported functionings exceeded reported capabil-
ities. A greater propensity to report CFD in achievement, relative to attachment, was found in this study, and this is
consistent with impressions formed following an earlier qualitative study (Al‐Janabi, Keeley et al., 2013). However, even
in the case of attachment, around one in 12 people reported that their capability exceeded their functioning.
The finding that people with more education were more likely to report CFD would fit with a view that more
empowered people are able to choose the life they want to live. These people may be more likely to trade‐off capabilities,
explicitly choosing lower functionings in certain domains of life, resulting in more CFD. However, it may also be the case
that people with a degree‐level education were more able to distinguish between the capability and functioning ques-
tions and therefore answer the two types of question differently.
It was also found that those in impaired health, or with caring responsibilities, were also more likely to report CFD.
One explanation could be that carers and people in impaired health had past experiences of doing more in their lives.
They may better understand what they are capable of, precisely because they know exactly what they did when they
were healthy, or prior to providing informal care. Equally, they may be (or think they may be) more able to achieve
higher functionings in the future. These respondents might essentially see their capabilities as innate and separate from
their current circumstances. So while they currently feel limited in what they actually do in their lives, they perceive
themselves to be capable of more achievement, stability, enjoyment, and so forth.
Another way of thinking about this is that this might be down to the perspective that respondents take. Some respon-
dents may take a short‐term perspective focusing both on what they are innately capable of and what they are socially
capable (given their current health, education, social circumstances, etc.). This seems to fit with Alkire's notion of a
“combined capability” (Alkire, 2002). Conversely, some respondents may take a longer term perspective focusing on
what they are innately capable of and viewing social circumstances as essentially variable in the longer term. This seems
to fit with Alkire's notion of an “internal capability” (Alkire, 2002). Further work to explore the reasons for CFD, and the
degree to which people respond in terms of internal or combined capability, could help to examine this issue further.
This study represents an initial investigation of the nature of differences in capabilities and functioning, and some
limitations of this study are worth mentioning. First, data on capabilities were collected using a specific tool—the
ICECAP‐A measure. The findings therefore relate to the domains of life covered by the ICECAP‐A measure, and differ-
ent findings may emerge if other tools are used. Second, no information was collected on the reasons for CFD. This
means that it is unclear which people reported CFD because they chose a lower functioning and which people reported
CFD because they felt inhibited in their functionings by the circumstances of their life. These are areas where further
quantitative and qualitative research would be helpful. Third, it may be the case that placing the capability and function-
ing questions alongside each drew more attention to the differences and the distinction would not have been so apparent
if they had been separated. Future work could test this.
In general terms, both education and health are associated with higher capability and functioning.1 However, this
study also implies that capability varied relatively more with education (Figure 6) whereas functioning varied relatively
more with health status (Figure 7). This finding warrants further investigation—longitudinal data would be able to show1The relationship between higher education and functionings is non‐significant for most attributes.
478 AL‐JANABIwhether health improvement is associated with more change in functioning as opposed to capability, for example. How-
ever, the findings do suggest that there may be a real difference in using one evaluative space vis‐à‐vis the other in eval-
uating public policy. Specifically investing in health care may bemore attractive if the aim is to improve functionings and
investing in education may be more attractive if the aim to improve capability.
In conclusion, this study suggests that a sizeable minority of people function below their level of capability. This is
more likely in certain areas of life (achievement) and for certain people, such as those with degree‐level education or
those in poor health. The findings provide some empirical support for the notion that capability data capture something
in addition to functioning data and indeed that the choice of evaluative space may influence the relative priorities within
the public sector.CONFLICTS OF INTEREST
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